Adaptability: There are objective tests, but information about adaptability has to be gleaned intuitively by the dentist. Much information is gained by the way the patient reports his reaction to past dental intervention. Dental prognosis: We are not concerned with the conservation of individual teeth but with the dentition as a whole, and we should be prepared to sacrifice individual teeth for the functional integrity of the dentition. In making a prognosis many factors have to be taken into account. These include age, the amount and pattern of bone loss, the possibility of removing etiological factors,the number and position of teeth present and the patient's general health (Manson 1970) .
Several specific problems need to be considered in more detail. Extraction: A decision to extract may be difficult at any age: it should follow careful deliberation in which all the possible consequences of tooth retention are weighed against those of extraction. Obviously the choices will be circumscribed by a variety of factors; nevertheless, it is important to apply a form of critical analysis in each case if one is aiming to produce long-term stability. Periodontal surgery: In older people periodontal breakdown usually proceeds very slowly and the presence of pocketing should not automatically lead to a decision to carry out periodontal surgery. Unless there is an acute periodontal condition surgery is usually not indicated in patients of 65 and over. Pocketing can be controlled by regular deep scaling. On the other hand where surgery is indicated, no special precautions need to be taken merely on account of age. Occasionally healing is slow and periodontal dressings are needed for two weeks, but this is often the case in younger people. Endodontics: Age should be no bar to the provision ofendodontic treatment. Harty et al. (1970) showed that in endodontic treatment the failure rate is lower in patients over 45 than in those under 45. Seltzer et al. (1963) showed that over-60s had a better success rate than the under-60s. Occlusal adjustment: A mutilated occlusion comes about by attrition, by extraction and by tooth movement. Tooth wear and tooth movement usually take place slowly and the masticatory apparatus as a whole may adapt successfully to these changes. The presence of gross attrition does not mean that there is loss of vertical dimension, and although worn teeth may need to be restored any opening of the bite may be strongly contraindicated. Most patients have no temporomandibular joint trouble and careless intervention attempting to 'restore' vertical dimension may well produce such problems.
It is very important to avoid applying average values such as 2 mm to the interocclusal space. Bite-raising which encroaches on the interocclusal space may stimulate muscle contraction, temporomandibular joint problems and bruxism. The vertical dimension is better under-restored than opened, and no permanent alteration should be made without the prior use of a temporary acrylic bite plate.
Summary
The reconstruction of the mutilated dentition obviously presents a very large number of problems in which all one's insight and ingenuity may be involved. This paper very briefly indicates guidelines for the treatment of the elderly dentate person. If those guidelines appear applicable to all ages this demonstrates my view that the fact of chronological age alone should not be allowed to affect one's treatment plan. Advances in medicine and improvements in the social services have contributed to a growth in the number of people surviving beyond the age of 65. Since 78% of the population of England and Wales over the age of 65 is edentulous (Gray et al. 1970 ) it is to be expected that this increase in longevity is associated with a rise in the number of subjects wearing complete dentures.
In order to discover the effect of tooth loss and the contribution of prosthetic appliances to the quality of life of these old people we need to look at their dietary intake and nutritional state. Dietary intake is related to: food available, financial status of the individual, personal likes and dislikes, and masticatory capability. Fortunately we suffer no food shortages in Europe. However, there may be famine in the midst of plenty if the individual is unable to meet the cost of an adequate diet. Although most subjects included in dietary surveys are of modest means this is not always reflected in their selection of food. Exton-Smith & Stanton (1965) reported on the dietary intake of 60 elderly women living alone in London boroughs. It is likely that little variation would be found when other similar groups were examined. Although lamb was cheaper than beef it was eaten only half as often. Cheese is the cheapest source of protein compared with meat and eggs, is easy to store and may be eaten raw, but is unpopular with old people. Taste plays an important part in the subject's enjoyment of food. Ageing and the presence of dentures both tend to a less discriminating palate and this may be reflected in the diet in which strongly flavoured foods may figure.
Whilst personal likes and dislikes play such an important part in an individual's selection offood, many have to restrict their choice through some impairment ofmasticatory performance. Yurkstas & Manly (1950) developed a method of investigating masticatory performance based upon the determination of the percentage volume ofchewed foods which were passed through mesh screens of given dimensions after a certain number of chews. It has been shown (Neill & Phillips 1970 ) that there is good correlation between the masticatory performance determined by this means and the quality of the dentures worn assessed according to the method described by Kapur (1967) . Yurkstas & Emerson (1964) reported the average performance of denture wearers to be only 12 % of normal physiological performance. This loss of masticatory performance is not compensated for by an increase in the number of chewing strokes (Dahlberg 1946) . It follows, therefore, that complete denture wearers must either swallow their food in larger portions or they must select a diet which requires a minimum ofmastication.
What evidence is there that subjects with impaired performance exert some selection upon the food which they consume? Manly & Shiere (1950) , Davidson et al. (1962) and Heath (1972) all found some relationship between food selection and masticatory performance. Makila (1968), reporting from Finland, found that edentulous subjects showed a tendency towards a lower serum ascorbic acid level and that following the provision of dentures these levels tended to rise. Von Oefele (1901) and other workers in Germany found that when mastication was impaired higher residues of starch, protein and fat were found in the fices. Green et al. (1949) concluded that an intimate relationship existed between impaired masticatory performance and general nutritional failure. However, Farrell (1964) stated that the amount of chewing required for even the least digestible foods is surprisingly small and likely to be provided by means of dentures.
During 1967 The part played by ill-fitting dentures was of interest. Even with the crude and subjective assessments made in the survey, inefficient mastication obviously affected the amount of food consumed and some its ingredients. The caloric intake was considerably lower (200-300 calories) in those assessed by the geriatrician as having inefficient mastication. However, the prevalence of inefficient mastication was not higher among those who had overt malnutrition or under-nutrition compared with the rest. Bates et al. (1971) also failed to show any relationship between nutritional deficiencies revealed by determinations of blood chemistry and the subject's dental state.
Although subjects with poor masticatory performance did not appear to suffer any physical deterioration it is felt that they are robbed of some of the enjoyment of eating. In the case of elderly subjects this may be one of the few remaining pleasures of life.
